A case of relapsing pancreatitis complicated by massive pleural effusion is described and the difficulties in confirming the diagnosis are illustrated. The possibility of a pancreatic encephalopathy is also considered.
Summary
A case of relapsing pancreatitis complicated by massive pleural effusion is described and the difficulties in confirming the diagnosis are illustrated. The possibility of a pancreatic encephalopathy is also considered.
A small coincident pleural effusion occurs commonly in acute pancreatitis (Coffey, 1952; Stein et al. 1959; Roseman, Kowlessar & Sleisenger 1960; Fishbein, Murphy & Wilder 1962; Kaye, 1968; Miridjanian et al., 1969.) Massive pleural effusions are rare and frequently cause diagnostic confusion in acute and chronic pancreatitis (Roseman et al., 1960 , Kaye, 1968 Miridjanian et al., 1969) . A case of relapsing pancreatitis, complicated by a massive pleural effusion is described.
Case report
The patient, a male aged 28 years, had first presented 3 years earlier with acute abdominal pain, nausea and vomiting.
On examination he was anxious and afebrile, there was a sinus tachycardia and he was normotensive. The abdomen was rigid with normal bowel sounds and abdominal X-ray showed no evidence of a perforated viscus. Serum amylase 266 Somogyi units/ml, (normal 0-160 units/ml Since operation the patient had had a normal chest X-ray. He has avoided alcohol and has been free of abdominal pain but continues to have episodes of aggressiveness and paranoia requiring admission to a psychiatric unit.
Discussion
Relapsing pancreatitis is an uncommon condition usually diagnosed by recurrent acute episodes of pancreatitis. Our patient had several acute abdominal episodes resembling acute pancreatitis and although the serum amylase measurements at these times were not markedly raised, peptic ulceration and gall bladder disease were excluded as possible causes of diagnostic confusion. In addition a 75Se pancreatic scan suggested abnormality. Unfortunately pancreatic stimulation tests were not available at the time of diagnosis. Thus, as is often necessary, a clinical diagnosis was made (Smith, 1957) .
Massive pleural effusion can complicate acute or chronic pancreatitis. The pleural fluid can be blood stained or serous and, unless the amylase content of the pleural fluid is estimated, can cause considerable diagnostic confusion (Roseman et al., 1960; Kaye, 1968; Miridjanian et al., 1969) .
Elevation of the pleural fluid amylase can occur in a variety of conditions, e.g. with pneumonia or tuberculosis and particularly in neoplastic disease including bronchial carcinoma, retroperitoneal tumours and metastases involving the thoracic duct (Claus & Wilson, 1958; Ende, 1960) , but a level of many thousands of units as seen in this patient is considered to be diagnostic of pancreatitis (Werner, 1942; Hammarsten, Honska & Limes, 1959; Roseman et al., 1960; Kaye, 1968) .
Pancreatic pleural effusions can resolve spontaneously or can recur in the other hemithorax (Miridjanian et al., 1969) and can be complicated by empyema, as in our patient, or broncho-pleural fistula (Kaye, 1968) . Pleurectomy would appear to be an effective treatment in the difficult case.
The pathogenesis of the pleural effusion is unknown, the evidence for the various theories have been well reviewed recently (Kaye, 1968) .
Another perplexing aspect of this case is the psychiatric disturbance. Pancreatic encephalopathy has been described in acute pancreatitis (Rothermich & von Haam, 1941; Sharf & Bental, 1971 (Henderson & Batchelor, 1969) .
